Nuffield Lecture
Medicine at the Crossroads: When I qualified as a doctor, Medicine was, at its best, deeply respected as a learned profession. The best doctors were learned, and the less good would have liked to be, and they respected those who were. Doctors as a group sought to maintain and enhance professional standards, etiquette and behaviour, and discouraged those who erred or who sought to err. Now medicine seems to be in danger ofceasing to value or respect learning. What would have been regarded as unprofessional behaviour is not only tolerated now but encouraged by the larger organizations of both senior and junior doctors. This is what I mean by medicine at the crossroads. In my more realistic and pessimistic moods, I suspect that we are no longer pausing at the crossroads but that we have already crossed. And yet the best of our young doctors are so good that if they are not ruined by the myopic selfishness of their predecessors, or by the prejudiced stupidity of politicians and bureaucrats, I am sure that there is still hope. The tide of battle may have set against the idealists, but it is not yet finally lost. What I hope to do here is to draw attention to the issues, their importance for the future of excellence in medicine, and indeed in the service given to the sick, and to enicourage those who think like me not to give up the struggle. Retirement carries the disadvantage of not being entitled actively to participate. But it carries the inestimable asset of detachment and disinterestedness. I have no future as a physician. But I am deeply concerned about the future of the vocation to which I have, for Correspondence to: 5 Horwood Close, Headington, Oxford OX3 7RF. better or for worse, devoted the best years of my life.
Learned Profession
Above the portico of the old Royal College of Physicians of London in Trafalgar Square stood three statues, those of Linacre, Sydenham and Harvey. Sir Henry Acland, the Regius Professor of Medicine who reintroduced science to Oxford in the mid-nineteenth century, had copies made of their portraits which he hung above his desk in the University Museum. Grace Revere hadt them copied and the copies hung above the fireplace in William Osler's study in Baltimore, whence they came to 13 Norham Gardens, Oxford. After Sir William and Lady Osler's deaths they went with his library to McGill. Acland's copies now hang in the Regius Professor's study in 13 Norham Gardens. I mention these details to show the importance attributed by my great predecessors in the Regius Chair of Medicine in Oxford to these three men and what they stood for. Acland had the portrait af Linacre entitled Litters, that of Harvey entitled Scientia, and that of Sydenham, Praxis. Osler developed the three themes in his essay 'British Medicine in Greater Britain'.
In Linacre's time, learning meant a profound knowledge of Latin and Greek, in which languages Linacre excelled. He was one of the chief instruments in making available to his and succeeding generations the knowledge and ideas of the ancient world concerning science and medicine. Indeed it was a knowledge of Latin which distinguished the learned professions from other vocations. Armed with this they were able to participate in university education which in the Middle Ages was entirely conducted in Latin. Even today the formal business of awarding degrees in Oxford and Cambridge is conducted in that language, which few know how to pronounce and even fewer understand. It was the international language of the learned and cultured world and thus of the university.
Harvey's great work on the circulation was published in Latin and translated into English by others. No matter in which land the work was done at that time, the medium of communication was Latin. The works of the great Greek scientists, mathematicians and philosophers was for long only available in Latin. Indeed it is not going too far to say that what distinguishes a learned man and a learned profession is the ability to write, speak and interpret with precision the international languages of scholars. The goldsmiths, the mercers and other guilds, now represented by the great city companies, might have developed skills and an understanding and familiarity with the materials of their craft in no way inferior to those of doctors, lawyers and priests, but they did not command the same respect or social status because they did not write in Latin. They could not communicate with learned folk, nor were they able to match the scholars in their disputations.
The superficial meaning of learning has greatly changed since Linacre's day. Latin is no longer the international language of the knowledgeable and discriminating. If there is such a language it is English. But the deeper meaning of learning stays the same: it is the ability to convey to others by speech and writing a great variety of facts, thoughts and ideas with clarity and precision. It is of no avail to make the most decisive observations, to perform the most elegant experiments, or to make measurements of great accuracy if one is unable to convey the information precisely and concisely to other folk of like interest. Equally it is of no avail to think the most sublime thoughts if one cannot convey them to other minds.
Thus the acid test of the learned man is his ability to speak and write so that he can be fully understood. And the greatest writing has style. Whitehead wrote:
'Style is an aesthetic sense, based on admiration for the direct attainment of a foreseen end, simply and without waste.... Style, in its finest sense, is the last acquirement of the educated mind; it is also the most useful. It pervades the whole being. The administrator with a sense for style hates waste; the engineer with a sense for style economises his material; the artisan with a sense for style prefers good work. Style is the ultimate morality of mind.' Science in Harvey's time was in its infancy. The medieval Universities were still dominated by the schoolmen whose influence on science was in the highest degree unfavourable.
As Thomas Lewis pointed out De motu cordis was an exercise in scientific method that has never been bettered. Science is the scientific method, and the body of increasingly abundant and accurate knowledge that it has won. Data are got by observation and by that form of planned and controlled observation known as experiment. Measurement is crucial and increasingly precise. Jacques Loeb wrote in 1924: 'By a scientific explanation is meant a rationalistic mathematical theory based on quantitative measurements'.
Karl Popper rightly pointed out that it is the sine qua non of good hypotheses that they are refutable. Knowledge is only true to the extent that it has not yet been shown to be untrue.
Practice, the third aspect of the physician's task, should need no emphasis. After all, it is the function of the physician to prevent and cure disease, to keep body and mind as healthy as possible for as long as possible and as often as possible. It is evident that practice depends on knowledge, and that the scientific and technological revolution of this last fifty years has revolutionized the practice of medicine. Fifty years ago, when I first became a clinical student, I was sure of the efficacy of only two drugs, morphine and digitalis. The liver treatment of pernicious anwemia had not yet been introduced, and iron was prescribed in totally inadequate doses. Therapeutics was an art, based like other arts on logic. However flawless the logic may have been, the knowledge to which the logic was applied was so defective that the resulting therapy was usually worthless. The experimental method had not yet been introduced into therapeutics.
The brilliant methods of testing the efficacy of chemical measures introduced by R A Fisher, and their extension into medicine by Bradford Hill as the controlled therapeutic trial, have changed all that. It is now possible to estimate with fair precision for any remedy the degree of probability that it will modify the course of any disease. The controlled therapeutic trial of antituberculous drugs was one of the earliest and it is still a model of its kind. Within the shortest possible time, with the least waste of human life and of discomfort, this trial demonstrated how far and in what combination these drugs would ameliorate the course of pulmonary tuberculosis. As a result of this trial and of the work of the laboratory scientists who made and tested the drugs, our sanatoria are almost empty and made over to the treatment of other diseases. This is an example of what science can do, will do and should do for medical practice. But any good physician knows that science is not enough. The difference between science and art is that science is infinitely replicable, art is not. An experiment by Louis Pasteur should yield the same results in the hands of any other worker, provided that the material and methods used were identical. When seemingly identical experiments yield different answers faith in this truth has led to such notable discoveries as that of rare inert gases.
Despite the success of a few art forgers like van Proc. roy. Soc. Med.. Volume 70 Janiary 1977
Meegeren and Tom Keating, and the computer in analysing and initiating musical composition, it is not expected that the canvases of Vermeer and Picasso, and the compositions of Mozart and Beethoven will be infinitely replicable, nor will the performances of Menuhin. Although the knowledge won by science is available to all, there exists a huge gulf between the best and the worst doctors, just as there exists a gulf between great artists and lesser artists. This difference represents what we may refer to as the art of medicine.
The art of medicine consists in understanding the individual patient, why he has come to his doctor, whether or not he has organic disease and if so its nature and extent. The outstanding component of this art is the art of listening to the patient. This demands the physician's full attention. I learned this art from the greatest doctor I have ever known, Wilfred Trotter. Trotter was at that time Serjeant-Surgeon to His Majesty, King George V, an office which required him to accompany the monarch into battle. He had become a Fellow of the Royal Society because of his contribution to psychology, notably his development of the notion of the herd instinct and its role in human behaviour. I had clinical charge of some of Professor T R Elliott's beds owing to his intractable sciatica. I asked Trotter to see a notoriously difficult patient, and marvelled how the anxious angular woman became clay in Trotter's hands. He had made it clear to her that he had listened, and that he had not only listened but had understood. I suspect that that had never happened to her before and it was for this reason that she had been, up to then, a difficult patient; that was the first time that her message had been heard. Hearing the patient's message is the sine qua non of a great physician. To hear that message requires first the physician's interest, second his understanding of the meaning of language, and third his sympathy and his knowledge and understanding of the circumstances of that patient's life; these again he learns best by listening to the patient.
When my eldest daughter was 14 1 accompanied her while she rode an unshod undisciplined horse some eight miles over country roads. The behaviour of this horse alarmed me, but not her. She seemed to have an insight into the mind of the horse that was denied her father. Now, at the age of 45, she is a general practitioner with four children. She seems to have the same insight into the minds of her patients and children as she once had into that horse. I am prepared to believe that the capacity for interest and insight may in part be inborn rather than acquired. But I am equally certain that a large part can be acquired. I am sure that the art of listening is an art which is rapidly being lost in our medical schools, and even more so in those of our cousins across the Atlantic. What is being lost is the art of hearing and recording what the patient says and wants to say. Instead, the student is encouraged to make lists of technical terms which often he does not understand, and still less does the patient. I used to tell my students: the patient is anxious to tell you a story and it is your duty to repeat that story in language that you understand, that the patient understands, and that I understand. Like the King's advice to the White Rabbit in 'Alice': Begin at the beginning, go on to the end and then stop. If the story has an abrupt beginning you should describe it in such a way that I can imagine myself there as a witness.
In my experience, and it is now considerable and spread over the civilized world except China, the commonest cause of bad medicine is the failure of the doctor to understand precisely what the patient has told him. And this is because he has never learned that language can be and should be used as an instrument of precision. This is, as we have already seen, the hallmark of a learned man. It is for this reason especially that I regret and deplore the decline of learning and scholarship in medicine.
The decline in scholarship and in the accurate use of the English language seems to have happened throughout the English speaking world and in all faculties. The decline may be attributed to the impatience that is one of the characteristics of this modern world in a hurry. To take trouble over the precise word, the description of an idea or of an event, takes time. Why bother when there is a short cut? Why say 'shortness of breath' when everybody knows what SOB meansor do they? Another reason is that fine language is 'elitist'. It is more likely in a child brought up amongst cultivated and learned folk than in a child brought up in poverty. And yet men like Aneurin Bevan showed how the mastery of language may be acquired despite a humble background. In medicine a major factor has been a growing dissatisfaction with the inaccuracies of the traditional written examination and the progressive refinement of socalled objective methods. This has happened throughout the university world but to the most notable degree in that one-time impregnable bastion of learning, the Royal College of Physicians of London which, in its examination for Membership, no longer includes any test of literary ability or of capacity to display and assess evidence. The chosen instrument is the multiple choice questionnaire in which the successful candidate chooses an answer deemed to be correct by a panel of examiners; a terrifying return to intellectual authority from which the world of learning was painfully delivered by scientists and scholars in Harvey's time.
I often wonder what Thomas Linacre would think of his child.
Technological Trades Union
The physician's power to prevent and cure disease depends not only on his learning, his science and his mastery of the art of hearing the patient's message; it depends on the respect in which he is held by his patient, and by society in general. To this end doctors have subscribed to a code of practice, and this code has been enforced by Universities, the Royal Colleges and, finally, by the law of the land through its agent the General Medical Council. In many universities medical students had to swear the Hippocratic oath, before they received their university degree. Part of this code is designed to protect properly qualified doctors from competition with those who are unqualified, but most is designed in the interests of the patient. Medicine, like nursing, increasingly attracts some of the most idealistic of our young men and women, because it is not only an interesting, exciting and rewarding life intellectually and financially, it also provides an essential service to the sick and needy. Disillusion with the alleged harmful effects of science, the atomic bomb and pollution has led to a conspicuous decline in those seeking entrance to faculties of science and technology, while those seeking entrance to medicine have equally conspicuously increased, from 6016 in 1965-66 to 13 003 in 1974-75. There is no doubt that the inception of the National Health Service and its progressive development in terms of numbers of doctors, nurses and ancillaries and in improvement of the conditions of work greatly increased the appeal to the young. They were doing something of real and obvious service, and the sense of service was not marred, as it was at the same time in the United States, by the awareness that service was too often accompanied by the utter impoverishment of the sick. With the general practitioner's charter of 1966 all seemed set fair, and morale in the profession was high. Since then, however, the implementation of such unwise reports as those of Salmon and Seebohm, and the disastrous overelaborate administrative structure of the so called reorganization of the Health Service has reduced the quality of service to the sick and with it the morale of those who work at the 'coalface'. But the greatest disaster of all has been the intrusion of politics, and the implementation of the Labour Party's manifesto by an unwise minister, despite professional opposition. As a result the profession as a whole has indulged in industrial action, as a strike is called in the euphemism of the day. The causes have been twofold.
Around 1970, junior hospital doctors were dissatisfied with their underpay and overwork, as they were in the rest of the Anglo-Saxon world. They sought increased pay, but there was a pay freeze. Though the authorities were sympathetic, nothing could be done. However, the suggestion was made, and sympathetically received, that payment of a sum to compensate for excessive hours of work (extra duty payments) might go through the civil service. It did. Now junior hospital doctors in hospitals are paid for working a 40-hour week, with additional sums for hours actually worked and for being on call. In this last year there have been differences between the employing authority (the Ministry of Health) and the employees (the junior hospital doctors) about what the rates should be. As a result the junior hospital doctors in many areas of the country, and on more than one occasion, refused to work more than 40 hours, or to attend patients who were not judged to be seriously ill.
The dispute between the Minister and the consultants has a different cause. When Aneurin Bevan as Labour Minister of Health introduced the Health Service, he was wise enough to realize that if he was to have an efficient service he must secure the cooperation of the doctors. Although the participation of private practice, i.e. private patients using and paying for the facilities of the Health Service, was not part of Labour policy, he let it continue. The Labour Party manifesto, on which the present minority government was elected, undertook to abolish private practice within the Health Service, and Mrs Barbara Castle proceeded relentlessly to do that. The consultants have opposed this in every way they can, and as a last resort have in some cases refused to work more than a 40-hour week or attend other than emergencies. Mrs Castle and her successor have not relented and so the dispute continues to smoulder. I am in a fortunate position to have a dispassionate view. From the time I qualified until the time I retired from my University chair I worked for the hospital service. During that time I never took a fee from a patient. Such payments as were made for my services to private patients were paid to the University. There were ofcourse abuses, e.g. patients securing earlier admission and treatment by visiting the doctor privately. But there were equally gross abuses by political appointees to regional hospital boards and hospital management committees, nearly all by trades union officials, who used their positions to secure privilege for their relatives and friends. My objection to the present government's policy is that it will complete the monopoly of medicine by the Ministry of Health and the bureaucrats who run it. For, let there be no mistake, ministries are run by senior civil servants, even though the general line of policy is decided by ministers. If the present government succeeds in its object, the only practising doctors who will not be whole-time servants of the Ministry of Health will be, first, some general practitioners and, second, those hospital doctors employed by the universities and the Medical Research Council, and they too hold honorary contracts with the Ministry of Health.
Quite the most spectacular change that has transformed Britain in the last fifty years has been the growth in power ofthe trades unions. As I write the Chancellor is trying to persuade them to agree to his financial measures to save the economy.
Each trades union seems to have.had a single aim, namely to secure the largest possible slice of the nation's 'cake' for its own members at the expense of the other unions and the public. A few leaders have tried from time to time to make sectarian avarice subservient to the national welfare, but so far with limited success. The weapons of the trades unions are the go-slow (or work to rule) and the strike (withdrawal of labour). These aim to paralyse industry and thus bring inconvenience, harm and danger to ordinary folk. Leaders aim to bring management or the government 'to its knees' and they cynically set out to do this. At the time of writing the British motor industry has been so disorganized by a series of astutely planned strikes that it is rapidly becoming bankrupt.
All the signs indicate that medicine is about to conform to their outlook and behaviour. There is no doubt that Mrs Castle did all she could to accelerate the process. Do I sound like a prophet of doom? I hope so, because that is exactly what I am. Can anything be done? Certainly. If the people and their representatives in Parliament can be persuaded that politics should be removed entirely from the Health Service, and decisions regarding it should be made on grounds of excellence of service to the sick and value for money, then there is hope for it. But the leaders of medicine must also play their part and act in a statesmanlike fashion. Finally to defeat the pursuit of illiteracy is the responsibility solely of our educational institutions. It is not too much to hope that universities and the Royal Colleges may insist that there should be one minimum standard for their degrees and diplomas, namely that the recipient should be able to express himself lucidly and grammatically in at least one language, preferably his own. These matters are important, for we are the trustees for the time being of medicine as a learned profession. Ought we not to be ashamed if we hand on a tarnished image to our successors?
